Male, aged 39, had suffered from nasal obstruction and discharge for many years. Polypi removed in 1918. Patient was " gassed " in the European War, and suffered from bronchitis and emphysema. Left side of nose blocked with polypi. April 4, 1933, operation.-Atropine, gr. 1/75, nembutal, gr. iii; morphia, 1/6 gr. at 10.15 a.m. Operation 10.45 a.m.: bilateral Sluder ethmoidectomy, anaesthetic induction was normal. A post-nasal plug was inserted by the house surgeon. The operation proceeded normally. Large masses of polypi were removed from both sides, more on the left. Post-nasal plug was removed, and patient was returned to the ward. He had morphia gr. 1/6 at 1.40 p.m. His colour was a little blue, but this was attributed to the emphysema. Later his respiration became worse, and he died at 3.45 p.m.
At autopsy a large myxomatous polyp was found in the hypopharynx, partially impacted at the opening of the larynx. The polyp was pyriform, hanging down by a stalk from the left posterior nares.
This tumour must have been in the man's pharynx for many weeks, yet he made no complaint or reference to it either before or during his stay in hospital.
Lingual Goitre.-T. B. JOBSON. Patient, a girl aged 16, had been talking indistinctly for about a year and was thought to have "adenoids." Examination showed a purple tumour about the size of a walnut at the back of the tongue, with several large veins on the surface.
The tumour was visible when the girl protruded her tongue, and then filled up the oro-pharynx, obscuring the edge of the soft palate and uvula. The foramen cmcum could not be identified with certainty.
March 5, 1933.-Admitted in a collapsed condition due to hcemorrhage ; red cell-count, 1,860,003; 400 c.c. blood transfused (Group IV). Male, aged 7 years. Difficulty in swallowing both solids and liquids, with frequent regurgitation, since infancy. Undersized and poorly nourished. Skiagram, July 1927, showed a tight stricture in the lower third of the cesophagus. The presence of the gastric pouch in the thorax was not recognized until nearly two years later, when a skiagram was taken with the patient inverted. (See Proceedings, 1929 , xxii, 1263 Sect. Laryn., 35) .
During the period from 1927 until 1930 the stricture was dilated on several occasions with Jackson's bougies through the cesophagoscope. This dilatation became progressively more difficult until November, 1930, when no bougie could be passed. Further treatment was refused until July, 1931, when a gastrostomy was performed and continuous dilatation carried out with rubber tubes on an endless string. This was maintained for two months and was followed by the intermittent passage of bougies. By July, 1932, the stricture had again become impassable. In November, 1932, an attempt at forcible dilatation with a metal bougie as a preliminary to application of diathermy led to perforation into the pleura with fatal result.
Pathological report on specimen (Dr. A. L. Taylor). "Slightly below the bifurcation of the trachea and 2i in. above the diaphragm, the cesophagus shows a stricture half an inch in length, through which a probe could be passed only with difficulty. At this site the cesophageal wall is thickened, fibrosed and adherent. Immediately above the stricture the cesophagus is dilated and hypertrophied, with corresponding thickening of the mucous membrane, which is thrown into prominent whitish folds. Below the stricture a pouch communicates with the stomach proper through an aperture one inch in width, widely separating the crura of the diaphragm. The mucous membrane lining the pouch is continuous with that of the stomach below, and closely resembles it to the naked eye; microscopically it is found to contain typical gastric glands throughout. No trace of aesophageal epithelium was discovered in several sections examined. Perforation has occurred on the right side immediately above the stricture, and the lung on this side is completely collapsed."
Congenital Tracheo-cesophageal Fistula in an Infant.-A. J. WRIGHT.
Specimen from a male infant six days old. The child swallowed normally, but ejected every feed from birth, and became cyanosed while doing so. Skiagrams showed a dilated cesophagus, which ended in a blind sac just above the bifurcation of the trachea, and a stomach widely distended with air. A gastrostomy was performed and feeds introduced by tube, but vomiting continued, again with respiratory distress.
Death occurred the following day.
At autopsy the upper half of the cesophagus was found to be hypertrophied and dilated, ending blindly above the lower end of the trachea. Its lower half communicates with the trachea near the bifurcation, and forms a continuous tube leading to the pharynx. Microscopically the epithelium of both parts of the cesopbagus is of normal squamous type, and the cardio-cesophageal junction is normally situated.
This type of malformation is apparently due to adhesion between the pulmonary bud and the primitive cesophagus, with disappearance of the intervening wall. It is difficult to explain the great hypertrophy of the cesophagus in its upper part unless *one presumes that swallowing movements take place tn ttero.
In this case there was also gross deformity of the left arm and hand. due to ,bony mal-development.
Demonstration of Instruments.-H. G. BEDFORD RUSSELL.
(1) An adjustable instrument for synchronous transillumination of the frontal -sinuses.
(2) Electrodes and handle for diathermy in the larynx and trachea. The cautery comprises a fine wire electrode, accurately extrusible from an insulating holder, controlled by means of a sliding button under the thumb. The instrument has stood up to routine work at St. Bartholomew's Hospital for upwards of two years.
